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Requested Start Date for this Authorization:  ___/___/___
Admit Date for this Level of Care:  ___/___/___
( MH Inpatient
( Voluntary     ( Involuntary

Tx Unit/Program:  ____________________________________________
Type of Care:   ( Mental Health

Precipitating Event:  ___________________________________________

____________________________________________________________

DEMOGRAPHICS:
Member’s Name: ______________________  Date of Birth: __________

Member/Policy Holder ID#: ____________________________________

Member’s City/State: __________________________________________

Insured’s Employer/Benefit Plan: ________________________________

Facility: ___________________________ Facility ID: _______________

Facility Address/City/State: _____________________________________

____________________________________________________________

Attending Provider: ___________________________________________

Attending’s Phone Number: ____________________________________

UR Name: __________________________________________________ 
UR Phone: ____________________  UR Fax: ______________________
DSM-5  DIAGNOSIS:
Behavioral Diagnosis: _________________________________________ 
Medical Diagnosis: ___________________________________________ 

Social Elements Impacting Diagnosis: ____________________________

____________________________________________________________ 
(Optional) Functional Assessment: Assessment: __________Score:______

CURRENT IMPAIRMENTS:  

Risks:  Risk Level Scale:  0=None, 1=Mild, ideation only, 2=Moderate, ideation with EITHER plan or history of attempts, 3=Severe, ideation AND plan with either intent or means, NA=Not Assessed.

Circle risk level for each category and check all boxes that apply:

Risk to Self (SI):  0  1  2  3   NA  -   with ( ideation  ( intent ( plan ( means
Risk to Others (HI):  0  1  2  3   NA  -  with ( ideation  ( intent ( plan ( means
Current Serious Attempts:    ( Yes     ( No    Circle:  S  I  H  I
Prior Serious Attempts:
       ( Yes     ( No    Circle:  S  I  H  I
Prior Serious Gestures:
       ( Yes     ( No    Circle:  S  I  H  I
Date of the Most Recent Attempt or Gesture:  ___/___/___

Description of current problematic behaviors: _________________________
______________________________________________________________

Scale:  0  
MENTAL HEALTH/PSYCHIATRIC TREATMENT HISTORY: 
(Please check all that apply)

( Outpatient If “Outpatient”, please indicate:
Outcome:  ( Unknown  ( Improved  ( No Change  ( Worse


Treatment Compliance (Non-Med):  ( Unknown  ( Poor  ( Fair  ( Good
( IOP/Partial If “IOP/Partial”, please indicate:
Outcome:  ( Unknown  ( Improved  ( No Change  ( Worse


Treatment Compliance (Non-Med):  ( Unknown  ( Poor  ( Fair  ( Good
( Inpatient/Residential/Group Home If “Inpatient/Residential, please indicate:
Outcome:  ( Unknown  ( Improved  ( No Change  ( Worse


Treatment Compliance (Non-Med):  ( Unknown  ( Poor  ( Fair  ( Good


Number of psychiatric hospitalizations in the past 12 months: _____________________

Number of psychiatric hospitalizations in lifetime: ______________________________

SUBSANCE ABUSE TREATMENT HISTORY: ( None    ( Unknown    
(Please check all that apply)
( Outpatient If “Outpatient”, please indicate:
Outcome:  ( Unknown  ( Improved  ( No Change  ( Worse


Treatment Compliance (Non-Med):  ( Unknown  ( Poor  ( Fair  ( Good
( IOP/Partial If “IOP/Partial”, please indicate:
Outcome:  ( Unknown  ( Improved  ( No Change  ( Worse


Treatment Compliance (Non-Med):  ( Unknown  ( Poor  ( Fair  ( Good

( Inpatient/Residential If “Inpatient/Residential”, please indicate:
Outcome:  ( Unknown  ( Improved  ( No Change  ( Worse


Treatment Compliance (Non-Med):  ( Unknown  ( Poor  ( Fair  ( Good


Number of substance abuse hospitalizations in the past 12 months: ___________

Number of substance abuse hospitalizations in lifetime: _____________
CO-OCCURRING DIAGNOSIS  ( Yes   ( No    
If yes, how is this being treated_____________________________________

________________________________________________________________

PSYCHOTROPIC MEDICATIONS:
Current psychotropic meds? ( Yes   ( No  (If yes, please complete below.)

	Medication
	Dose
	Frequency
	Usually Adherent?

	
	
	
	( Yes     ( No

	
	
	
	( Yes     ( No

	
	
	
	( Yes     ( No

	
	
	
	( Yes     ( No

	
	
	
	( Yes     ( No

	
	
	
	( Yes     ( No

	
	
	
	( Yes     ( No

	
	
	
	( Yes     ( No


Is member engaged in treatment prior to admission?  ( Yes     ( No    

If no, why not? ___________________________________________

SUPPORT SYSTEMS:

Who is it? ______________________________

Are they involved in treatment?  ( Yes     ( No    

Is family meeting/couples therapy indicated?  ( Yes  ( No   Date___________

If no supports identified, what is the plan to increase prior to discharge? ________________________________________________________________      
What community supports are being explored:__________________________
Member’s Goals for Treatment:

1.) ___________________________________________________________________

2.) ___________________________________________________________________

3.) ___________________________________________________________________

Progress on Treatment Goals:  
1.)  ___________________________________________________________________

2.)  ___________________________________________________________________

3.)  ___________________________________________________________________

  Safety plan: _____________________________________________________
Barriers to Discharge:  ( Discharge Treatment Setting Not Available 
( Transportation  ( Adequate Housing/Residence  
( Lack of Community Support   ( Treatment Non-Compliance

( Other _________________________________________________________
Baseline Functioning: ( Holds job ( Asymptomatic 
( Manages Meds/Med Compliant  ( Functions Independently/ADLs Satisfactory  
( Abstinent   ( Other ____________________________________

DISCHARGE PLAN:

Expected Discharge Date, If Known:  ___/___/___

Planned D/C Level of Care:  ( Outpatient  ( Partial  ( IOP/SOP  

( Group Home   ( Halfway House   ( Residential                                                  (Other __________________________________

Planned D/C Residence:  ( Home (( Alone  ( With Others)

( Nursing Home/Assisted Living  ( Group Home/Halfway House  ( Shelter    

( Correction Facility  ( Respite  ( State Hospital    (  Residential Placement

(  Transfer to Medical   ( Other ___________________________________________
Would you like a care manager to call you to assist with coordination of care? 

( Yes  ( No
Would you like a care manager to call you to assist with discharge planning?  

( Yes  ( No
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By completing this box, you will assure that this page is linked 


Member’s Name: ____________________________________


Member’s ID Number: ________________  


Member’s Date of Birth: ___/___/___
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